Introduction {#sec1}
============

Septic arthritis (SA) is an inflammation of a joint caused directly by various microorganisms. Bacteria is the most often etiological factor (\> 95% of all infections). Fungus or parasites can also cause this infection but it occurs very sporadically. Septic arthritis has an important clinical significance, as it is characterized by rapid destruction of the affected joint and is associated with significant morbidity and mortality.

Septic arthritis is a rare disease with a prevalence of 2--5/100 000 people per year in the general population. However, this rate is higher in the pediatric population (5.5--12/100 000 per year) or in patients with RA (28--38/100 000 per year),in patients with endoprosthetic joints (40--68/100 000 per year) \[[@cit0001], [@cit0002]\].

The most important risk factors are chronic diseases (like diabetes type II, rheumatoid arthritis), joint replacement surgery, drugs which are administrated intraarticular or in the vicinity of joints, immune deficiency diseases (HIV, AIDS) or immunosuppressive therapy, drugs or alcohol addictions, age over 80 years, haemophilia, cancer, chronic liver or kidney disease (renal failure, dialysis), other infections (skin, previous joint or urinary tract infection).

Septic arthritis can be either one-or polyarticular. In most cases it undergoes as an acute, destructive arthritis. The infection is spreading in 90% of cases by blood. Septic arthritis is one of the so-called "acute conditions" in rheumatology.

Case report {#sec2}
===========

A 76-year-old woman applied at the Department of Internal Medicine because of the persistent fever (38.8°C for approximately 4 weeks), constant feeling of tiredness, periodically occurring non-specific headache and severe pain in the right lumbosacral region radiating to the right lower extremity which occurred at rest and intensified when moving. In the medical history the patient reported that she suffers from diabetes type 2 (metformin 850 mg once daily), hypertension (ramipril 10 mg once daily, hydrochlorothiazide 12.5 mg once daily), hyperlipidemia (rosuvastatin 10 mg once daily) and hypothyroidism (levothyroxine 75 µg once daily).

In the laboratory tests were found following disorders: leukocytosis 17.7 × 10^9^/l, anemia (hemoglobin 8.4 g/dl) and CRP 265 mg/l (*n* \< 5 mg/l). Blood and urine cultures were sterile.

In lumbar spine magnetic resonance (MRI) degenerative changes with multilevel discopathy were noted. The patient was consulted by a neurologist and a specialist of infectious diseases. In the treatment empirical antibiotic (ciprofloxin 200 mg *i.v.* twice daily and amoxicillin 1000 mg *p.o.* twice daily) and non-steroidal anti-inflammatory drugs ware administered. As a result of this therapy the patient's general condition had improved (a decrease of fever and lumbosacral pain relief).

There was no basis for the diagnosis of inflammatory spondyloarthropathy or rheumatoid arthritis. The recurrence of the described symptoms occurred about two months later.

The patient applied at the Department of Rheumatology and Internal Diseases. Physical examination showed the following disorders: fever (39°C), limitation of motion of the hip joints, knee joints and lumbosacral spine, painfulness compression of the L4-S1 segment of the spine, which was more perceptible on the right side of the spine and on the right buttock. No pathological changes of the skin or muscles were noticed. Lymph nodes were not palpable.

The laboratory tests performed have shown a leukocytosis 13.98 × 10^9^/l (nv 4--10) with neutrophils 10.72 × 10^9^/l (nv 2.5--6.0), erythrocytes 3.13 × 10^12^/l (nv 4--5), hemoglobin 8.4 g/dl (nv 12--16), hematocrit 26.7% (nv 37--47), platelets 560 × 10^9^/l (nv 140--440), hypoalbuminemia \[albumin 3.2 g/dl (nv 4.3--5.1), 42.7% (nv 60--71)\], hypergammaglobulinemia \[gamma globulin 1.5 g/dl (nv 0.6--1.2), 20.3% (nv 8--16)\], ESR 121 mm (nv 3--15), ultra-sensitive CRP 181.98 mg/l (nv 0--5), fibrinogenactivity \> 9.10 g/l (nv 1.8--3.5), procalcitonin 0.06 ng/ml (nv 0--0.05). All other parameters like fasting glycaemia, transaminases, creatinine, eGFR, electrolytes, APTT, INR, TSH or tumor markers were normal. Occult blood fecal analysis (chromatography) for 3 consecutive days did not showed any abnormalities. In several times made urine analysis characterizing bacteriuria was found, but the urine culture was negative. X-ray of the chest was normal. USG of the abdominal cavity revealed widening of the renal pelvis in the left kidney.Based on the echocardiography mitral regurgitation without hemodynamic significance was found (EF: 67%). The myelogram showed hyperplasiaof the bone marrow granulocytic component (76.4%), mainly of the older form -- of segmented kernel. The morphological characteristics of cells were without significant disorders.

The X-ray and the USG of the hip joints illustrated significant degenerative changes. In the X-ray of the sacroiliac joints a mixed but unspecific picture of the right sacroiliac joint was found ([Fig. 1](#f0001){ref-type="fig"}). Because of this further MRI was arranged. The MRI image of the sacroiliac joints has shown extensive, stalactite inflammation of the right sacroiliac joint with the infiltration of the muscles ([Figs. 2](#f0002){ref-type="fig"}, [3](#f0003){ref-type="fig"}). There were also visible small abscesses in the right piriformis muscle and invasion of sacral canal spinal stenosis on the level of L4/L5. In addition, the twice made blood culture was positive and *Staphylococcus aureus* methicillin sensitive (MSSA) had been isolated. The patient was diagnosed with sacroiliac joint inflammation of infectious etiology (*Staphylococcus aureus*). It was the reason for starting antibiotic therapy according to the antibiogram: cefuroxime 3 × 750 mg *i.v.* (used for ten weeks in total) and ciprofloxacin *i.v.* 2 × 200 mg (for four weeks in total). Then, clindamycin 3 × 300 mg *i.v.* (for eight weeks in total) and after the patient has being discharged from the hospital clindamycin 3 × 300 mg *p.o.* (for other eight weeks).

![The X-ray image of the right sacroiliac joint of the patient.](RU-56-32408-g001){#f0001}

![The MRI sacroiliac joints of the patient at diagnosis.](RU-56-32408-g002){#f0002}

![The MRI sacroiliac joints of the patient at diagnosis.](RU-56-32408-g003){#f0003}

Due to the spinal stenosis the patient was also consulted by a neurosurgeon and due to a slight widening of the renal pelvis of the left kidney the patient was consulted by a nephrologist and urologist in order to find a primary outbreak of the infection. But there had not been stated any association with urinary system. Two months after the start of antibiotic therapy the control CT of sacroiliac joints was performed. In this image the regression of all the pathological changes was observed ([Fig. 4](#f0004){ref-type="fig"}).

![Control image of the sacroiliac joints after two months after the start of antibiotic therapy.](RU-56-32408-g004){#f0004}

After five months of antibiotic therapy a relief of pain and fever had been achieved, the laboratory parameters had normalized (leukocytes 8 × 10^9^/l, CRP 5 mg/l) and the patient had been discharged from the hospital. After six and after nine months after diagnosis the control MRI of the sacroiliac joints was performed. Their images showed further regression of the pathological changes. The patient is now being under the control of a rheumatologist and a neurosurgeon. Due to lasting back pain there are also plans for orthopedic surgery of the right sacroiliac joint.

Discussion {#sec3}
==========

Bacterial infection is one of the most serious causes of arthritis. Septic arthritis of the sacroiliac joints is very rare -- about 1--2% of all septic arthritis can affect the sacroiliac joints. Despite the presence of characteristic symptoms the proper diagnosis can be very often difficult and delayed \[[@cit0002], [@cit0003]\]. Bacterial sacroiliac joints inflammation is often mistaken during the initial period with sciatica, spondylodiscitis, chronic pain syndrome of the lumbar spine or even spondyloarthropathy \[[@cit0002], [@cit0004]\].

In the most cases it is connected with pain of large degree. This pain is very often localized around the lumbar-buttock \[[@cit0002], [@cit0005], [@cit0006]\].One-sided form occurs most often, however there is literature described cases of both sides sacroiliac joints \[[@cit0007]\].

For diagnosis of septic arthritis microbiological analysis and testing for antibiotic sensitivity of the synovial fluid of a suspected septic joint is required \[[@cit0008]\]. In the described case the septic inflammation of the sacroiliac joint was diagnosed based on the twice performed positive blood culture test, changes in the sacroiliac joints and surrounding tissues imaged in MRI and based on the specific clinical symptoms \[[@cit0009], [@cit0010]\]. Due to a quick response to the antibiotics used (major decrease in CRP, relief of fever) in our casethe joint puncture was not conducted.

The most common pathogen which causes septic arthritis (including the sacroiliac joints) is *Staphylococcus aureus* \[[@cit0006], [@cit0011]--[@cit0014]\], but there are described cases of other pathogens like *Salmonella* spp., *Brucella* spp., *Streptococcus pyogenes* \[[@cit0015]--[@cit0018]\].

Fast diagnosis and the implementation of antibiotic therapy isextremely important in the treatment process for this disease. Not treated septic arthritis leads to serious complications such as sepsis, abscess formation or infection of other organs, including the vegetations on the endoprosthesis \[[@cit0010], [@cit0014], [@cit0018], [@cit0019]\].

The rapid implementation of antibiotic treatment gives good prognosis for this disease. Most authors describe the patients' condition improvement after 4--5 weeks of the intravenous antibiotic therapy. However, there is the need of the further studies on this disease in order to establish long-term monitoring scheme \[[@cit0002], [@cit0005], [@cit0020]--[@cit0022]\]. It is also worth to seek out new therapeutical schemes which would shorten the infection duration or to study new antibiotics which are effective against staphylococci like linezolid or daptomycin \[[@cit0023]--[@cit0025]\].

In the described case extensive diagnostic tests were performed. To locate the source of *Staphylococcus aureus* infection following factors were taken into account: the initial infection of the urinary tract, intramuscular injections lumbar and gluteal area or tooth infection \[[@cit0026]\]. Despite this we did not manage to locate the source of *Staphylococcus aureus* infection. One of the rare causes of infectious sacroiliac joint is an infection by the lumbar anaesthesia before birth \[[@cit0027]\]. In addition, tests performed excluded the possibility for another spot of *Staphylococcus aureus* infection besides right sacroiliac joint.

When monitoring the regression of the disease we decided to use MRI -- like most authors, because MRI signal abnormalities in the joints occupied persist even months after the relief of clinical symptoms \[[@cit0028], [@cit0029]\].

Due to the risk of severe complications infective sacroiliac joint is an important clinical state that requires urgent diagnosis and rapid implementation of the treatment.

The authors declare no conflict of interest.
